In a patient with xanthogranulomatous pyelonephritis the initial clinical and radiological picture suggested a diagnosis of lung abscess.
Xanthogranulomatous pyelonephritis is an uncommon, atypical form of renal infection, which may be invasive and may spread to adjacent organs. ' We report a case in which it invaded the lung and presented as a lung abscess.
Case report A 27 year old black man was admitted complaining of a productive cough, right sided chest pain, dyspnoea, and fever of three days' duration. For two months he had been taking a non-steroidal anti-inflammatory agent for pain in the right flank, and three days before admission erythromycin had been prescribed. His past medical history was otherwise unremarkable.
On examination he was normotensive but had a temperature of 39°C, a pulse rate of 130/ min, and a respiratory rate of 24/min. There were right sided bronchial breath sounds and splinting of the right chest wall. Abdominal examination showed nothing abnormal.
Alkaline phosphatase activity was raised to 387 U/1, and the total serum protein concentration was 76 g/l (albumin 24 g/l). There was severe anaemia (haemoglobin 6-8 g/dl, packed cell volume 0-21) and leucocytosis (white cell count 16-2 x 10O/l). At surgery a right renal mass and a fibrosed right lower lobe of lung were found; both organs were adhering to the diaphragm. The lung abscess was evacuated and the right kidney was resected along with the posterior third of the diaphragm.
Bacteroides ovatus was cultured from specimens from the lung and kidney obtained at surgery and preoperative bronchoscopy. Histological examination of the kidney showed xanthogranulomatous pyelonephritis with extension of the inflammatory process into peritoneal fat and skeletal muscle (fig 2) .
The patient did well after operation, with almost complete resolution of radiographic and clinical abnormalities.
Discussion
Xanthogranulomatous pyelonephritis is an uncommon, atypical form of renal infection characterised by a cellular infiltrate of lipid laden mononuclear macrophages. The inflammatory process may be invasive, spreading to adjacent structures and often forming fistulous tracts. The most commonly affected organs include the gastrointestinal tract, adjacent parts of the urinary tract, and the skin."2 Clinical symptoms include flank pain, a palpable mass in the flank, fever, anorexia, weight loss, recurrent urinary tract infections, and draining sinuses.24 Although the xanthogranulomatous tissue may adhere to the dia- 
